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Abstract
Women with disabilities constitute about 21% of the American population, and this percentage is increasing as the population grows. Health disparities among American women with disabilities have been largely ignored within the field of public health. These disparities lead to inadequate quality healthcare services provided to women with disabilities and consequently result in secondary complications and poor quality of health and life. In the last decade, the health disparities among women with disabilities and barriers to quality health care began to gain recognition and became one of the most prominent concerns in public health, as reflected by the federal initiatives, publications, and advocacy efforts.
Objective: The aim of this study is to identify the barriers to quality health care provided to women with disabilities, to recognize federal initiatives and to advocate for initiatives to improve healthcare services provided to this population. In addition, the aim is to review the recommendations made by researchers and different federal and private agencies to eliminate the barriers and to improve the quality of health care provided to this population.
Method: This review utilized data from the following sources that addressed women’s health: United Nations website, U.S. federal and public health agencies, selected articles, and advocates for women with disabilities.
Results: Although Section 504 of The Rehabilitation Act of 1973 and the Americans with Disabilities Act of 1990 (ADA) have protected the rights of disabled women to attain the health care that they need, the results reflected apparent health disparities between women with and without disabilities. Studies showed that disabled women are less likely to obtain the proper medical care due to access, financial and structural barriers. The Affordable Care Act (ACA) reinforced the preceding laws but it did not provide a complete mechanism to solve these issues and eliminate barriers nor to monitor and enforce states implementation of these laws. The unresolved barriers to quality health care for disabled women are placing them at higher risk of secondary complications due to a lack of proper preventative and medical care, which leads to poor quality of health and life. 
Conclusion: Federal agencies and advocate groups should collaborate to eliminate the barriers for providing quality healthcare for women with disabilities and to raise the awareness of the healthcare providers and the public about the barriers in order to improve the health of disabled women specifically, and the public health generally.
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I. INTRODUCTION
	About 28 million women in the U.S. have disabilities (about 21%) and the number continues to increase as the population ages (Centers for Disease Control and prevention, 2013). Disability affects both men and women, but it is more prevalent among women, due to their longer life span and greater risk for secondary problems, such as osteoporosis and some mental health problems. Consequently, these issues make them an important consumer of healthcare services (Schneider & Quist-Newins, 2012).
	Health disparities among American women with disabilities have been somewhat ignored within the field of public health. In the last decade, health disparities among women with disabilities and barriers to quality health care began to gain recognition and to be one of the most prominent concerns in public health, as reflected by the federal initiatives, publications, and advocacy efforts (Wisdom et al., 2010).
	Due to health disparities and the barriers to proper health care, women with disabilities are more likely to experience and die of secondary complications or chronic diseases, more likely to have cancer and to receive diagnosis at late stage, less likely to receive regular preventative screenings, more likely to experience mental health or substance use problems, and/or more likely to have increased healthcare cost (Wisdom et al., 2010).  In order for health policies to address health disparities among women with disabilities and eliminate barriers to quality health care, barriers must be clarified in a way that enhances the formulation of health policy.
I.1. Disability Definition and the Leading Causes of Disability
	The World Health Organization (WHO) and the United States (U.S.) define disability in a number of ways (WHO, 2012). One of these definitions is, “disability is any impairment, activity limitation, or participation restriction that substantially affects one or more life activities” (CDC, 2013). Disability is part of human nature. Almost every person will be temporarily or permanently impaired at some point in life, especially with growing older. This issue is becoming more prominent as the demographics of societies change and more people live to an old age (CDC, 2013). 
	The CDC categorizes the leading causes of disability into ten major groups (see Figure 1 in the appendix): arthritis, back pain, heart conditions, mental illnesses, diabetes, hearing impairments, stiffness, respiratory, vision impairments, and stroke. The two most important categories for disabilities are arthritis, constituting 18.2% of disabilities, and back pain, constituting 16% of disabilities (CDC, 2005; Schneider & Quist-Newins, 2012; U.S. Department of Health and Human Services, 2010).
	I.2. Demographic Characteristics of Women with Disabilities 
	One in five women has at least one form of disability, and this number is rising as the population is growing older. According to the 2011 U.S. Census figures (see Figure 2 in the appendix), 5.1% of women aged 18 to 34 have disabilities, 12.6% of women aged 35 to 64 have disabilities, 24.8% of women aged 65 to 74 have disabilities, and 52% of women aged 75 and over have disabilities (CDC, 2005; U.S Census Bureau, 2011).
	Women with disabilities are more likely than women without disabilities to be current smokers (52.6% vs. 47.0% respectively), and heavy smokers (7.0% vs. 2.1%) but less likely to be current drinkers (4.1% vs. 61.2% respectively), or heavy drinkers (3.6% vs. 3.9% respectively) (Jones & Bell, 2004).
	Disabilities among women vary by race and ethnicity (see Figure 3 in the appendix); 30.1 % of non-Hispanic black women mentioned arthritis or rheumatism as the condition limiting their activity, compared to 26.5% of non-Hispanic white women and 25.5% of Hispanic women. Depression and emotional problems were the causes of activity limitation among 16.8% of Hispanic women, 12.4% of non-Hispanic white women, and 9.7% of non-Hispanic black women (Schneider & Quist-Newins, 2012; U.S. Census Bureau, 2011; U.S. DHHS, 2010).
	Women with disabilities are more likely to have a low socioeconomic status and live in poverty than women without disability. According to the Department of Labor, women with disabilities face employment barriers and are less likely to have jobs. Women with disabilities are significantly poorer than men with disabilities; their annual income is less than the annual income for women without disabilities and is even less than the annual income for men with disabilities (see Figure 4 in the appendix) (Brault, 2012; CDC, 2011; U.S. Department of Labor, 2012).
	The Bureau of Labor Statistics (see Figure 4 in the appendix) showed the percentage of Americans aged 16 to 64 with jobs by gender and disability status, from October 2008 through April 2011. The figures show that in April 2011, only 25% of disabled women were employed in contrast to 30% of disabled men and 69% of women without disabilities. In addition, the figure shows a decrease in the rate of employment among women with disbailities from 29% in October 2008 to about 25% in April 2011 (Hannsgen, 2011; U.S. Department of Labor, 2011). 
	Some women with disabilities can be considered more vulnerable if they are a minority population, which are traditionally underserved populations.  Furthermore, disabled women who live in rural areas are less likely to be employed and less likely to have access to specialized healthcare facilities (Brault, 2012; CDC, 2011; U.S. Department of Labor, 2012).
	Additionally, the lack of accessible public transportation is a major challenge to women with disabilities in obtaining health care (U.S. Department of Labor, 2012). In a survey done by the U.S. Department of Transportation, 33% of individuals with disabilities reported that there is no proper public transportation, which consequently affects their ability to go to their healthcare providers (see Figure 5 in the appendix) (U.S. Department of Transportation, 2003).	
I.3. Civil Rights Laws That Prevent Discrimination Against Individuals with Disabilities in the Provision of Health Care Services
Society and the law have determined that people with disabilities should be accommodated and to eliminate health disparities among women with disabilities. The following laws protect women with disabilities against discrimination and guarantee equal opportunities to obtain health care.	Comment by Apple: The law protects the rights of all individuals with disabilities. I wrote “women” because my focus is not the law itself but to show how this law relates to women with disabilities and protect their rights
· Section 504 of The Rehabilitation Act of 1973: Section 504 prohibits programs that receive federal financial funds as well as federally conducted programs and activities from discriminating against individuals with disabilities in providing healthcare services (Blanchard & Hosek, 2005; National Council on Disability, 2009; U.S Department of Justice, 2012).
· Titles II and III of the American with Disabilities Act of 1990 (ADA): The ADA prohibits discrimination against individuals with disabilities in the provision of healthcare services and requires healthcare providers to be physically and programmatically accessible to people with disabilities (Blanchard & Hosek, 2005; National Council on Disability, 2009).
I.4. The Unique Health Care Needs for Women with Disabilities
	Women with disabilities constitute a population that is suffering from health disparities. They have a higher risk of health problems because they are economically disadvantaged; they have low employment rates, low socioeconomic status, less education, and are less likely to be married (Blanchard & Hosek, 2003; Brault, 2012; CDC, 2013).
	Due to their disabilities, coverage, socioeconomic status, and limited transportation, women with disabilities are less likely to utilize routine preventative care services. The standard architectural design within healthcare services and the standard equipment and examination tables used are often not adequate for women with disabilities. Women with disabilities usually need more than one clinical specialist due to the complexity of their conditions, which may include social workers, and sign language interpreters (Blanchard & Hosek, 2003). Moreover, more time is needed for the delivery of the same services to women with disabilities. These factors had a negative impact on disabled women as they tend to underutilize routine preventative services, they are less likely to go to doctor appointments and are less likely to refill prescriptions. These factors lead to an increase in secondary complications within this population, increased emergency room utilization, a decrease in the quality of their health, and an increase in the cost of health care (ACHIEVA, 2011; Americans with Disabilities Act, 2012; Blanchard & Hosek, 2003).
	Women with disabilities are at high risk of secondary physical, medical, cognitive, emotional, and psychological complications.	Some of these secondary conditions can be prevented through proper health care, while others can be managed but not prevented (Blanchard & Hosek, 2003).
	Women with disabilities aged 18 to 44 have two and a half times the yearly expenditures for healthcare services than women without disabilities, and women aged 45 to 64 have more than three times the average yearly health care expenditures than women without disabilities (Blanchard & Hosek, 2003).
I.5. Healthcare Coverage for Women with Disabilities
Healthcare coverage for women with disabilities includes the following:
· Public Insurance through Medicare: Medicare provides benefits to individuals in the Social Security Disability Insurance (SSDI) Program. Individuals are eligible for SSDI if they meet Social Security’s definition of disability and worked and contributed to social security or are dependents of someone who worked and contributed to Social Security. SSDI covers more than five million individuals with disabilities, and approximately 31% of them are women. Approximately 37% of disabled men and 60% of disabled women receive SSDI benefits of less than $1,000 per month (see Figure 6 in the appendix) (ACHIEVA, 2012; Blanchard & Hosek, 2003).
· Supplementary Coverage Plans: There are gaps in the Medicare coverage because there is a two-year waiting period before the disabled person becomes eligible for Medicare coverage. Another reason is that Medicare pays for only specialized care and does not cover outpatient pharmaceuticals, which forces about 36% of disabled women to find alternative supplementary coverage plans, such as supplementary Medicaid coverage, Medigap plans, or philanthropic organizations (Blanchard & Hosek, 2003).
· Public Insurance through Medicaid: Medicaid provides benefits to individuals in the Supplemental Security Income (SSI) program. Individuals are eligible for SSI if they are poor and have a qualifying disability. The SSI program covers about 6.6 million individuals with disabilities (Americans with Disabilities Act, 2012; Blanchard & Hosek, 2003).
· The Ticket to Work and Work Incentives Improvement Act of 1999: This is a public law that gives individuals with disabilities the right to retain their public insurance status while they are working (Blanchard & Hosek, 2003).
· Individual private insurance: Private insurance coverage is rarely an option because it is unaffordable or expensive, or because individuals are denied coverage based on their disability (Blanchard & Hosek, 2003).
· Managed Care Programs: About 40% of men and women with less severe disabilities and 28% of men and women with severe disabilities are enrolled in Medicaid Managed Care plans, primarily Health Maintenance Organizations (HMOs). Studies showed that individuals under HMO plans are more likely to get regular quality care and less likely to experience delays of care due to cost issues. On the other hand, women with disabilities expressed concerns about the limitation of provider choices and difficulty assessing specialty care when needed (Blanchard & Hosek, 2003; Council for Disability Awareness, 2012; Drainoni et al., 2003).
· According to the Kaiser Family Foundation (KFF) (2012b), 50% of women aged 21 to 64 with disabilities in the U.S. have a form of Medicaid coverage as Medicaid only, as Medicaid and private coverage, or as Medicaid and Medicare (see Figure 7 in the appendix). The remaining 50% are covered in the following ways: 25% have Medicare coverage, 19% have private coverage, 2% have other types of coverage, and 4% are uninsured (see Figure 7 in the appendix) (KFF, 2012b).
	Healthcare coverage for women with disabilities is fragmented and inconsistent, leaving some of them with no health coverage, limited benefits, or cost-sharing obligations that prevent them from procuring the health care that they need. It keeps them from obtaining their prescriptions, gaining long-term care or specialty care, or obtaining medical equipment (Blanchard & Hosek, 2003). 
	Women with disabilities are considered an underserved population in obtaining the healthcare services they need, which causes them to be at high risk of secondary physical, medical, cognitive, emotional, and psychological complications. Although the ADA and Section 504 of the Rehabilitation Act ensure the provision of healthcare to women with disabilities, research has shown that there are still some difficulties in fulfilling these needs, even after the Affordable Care Act (ACA) enforced the preceding laws. 
	Despite efforts to recognize and eliminate these barriers and to improve the health care provided, research and data are limited about the healthcare services provided to women with disabilities and the barriers to attaining quality healthcare services. There is failure in eliminating these barriers, and there are many inquiries about the reasons for that failure. In order for health polices to address health disparities among women with disabilities and barriers to quality health care, the barriers must be clarified in a way that enhances the formulation of health policy to provide coordinated, high quality health care (Wisdom, 2010).
	The aim of this review is to identify the barriers that disabled women are facing in getting the proper treatment that they need, and to recognize the possible reasons for failure to eliminate them, which impact negatively on their quality of health and life.
	
II. DESIGN AND METHOD
	In order to recognize the barriers to the provision of quality health care to women with disabilities, sources were reviewed to answer the following questions: How much do we know about these barriers? How do the barriers affect the provision of quality healthcare to women with disabilities? Why do the barriers still exist despite federal efforts to reduce them? What are the federal and private initiatives to eliminate these barriers? How effective are the federal efforts, especially those by public health agencies, in health promotion and disease prevention for women with disabilities? What is the influence of ACA on the provision of healthcare services to this population? Finally, how can we break down the barriers and eliminate health disparities for women with disabilities?
	To obtain answers for these questions, data and reports published by the United Nations, National Council on Disability, the Federation of Independent School Alumnae (FISA), KFF, Research ANd Development Corporation (RAND), U.S. federal agencies including the U.S. DHHS, and the U.S. DOJ were reviewed.
	Finally, policy recommendations made by federal agencies, private agencies, and women’s health advocates to eliminate barriers, improve the quality of healthcare provided to women with disabilities, and improve their health outcomes were gathered. 

III. RESULTS
III.1. The Barriers to Quality Health Care for Women with Disabilities
	The Institute of Medicine (IOM) classified barriers to quality health care into structural, financial, and personal/cultural (see Figure 8 in the appendix) (Drainoni et al., 2006).
III.2. Structural Barriers
	Health plans, insurance policies, and procedures. Studies show that there is inadequate information available to consumers about policies and coverage benefits, and that some individuals tend to overspend personal assets in order to be eligible for Medicaid (Council for Disability Awareness, 2012; Drainoni et al., 2006).
	In addition, insurance companies’ managed-care plans limit coverage within a network of providers. Insurance companies lack knowledge about the unique needs and the specialized services that women with disabilities need (Drainoni et al., 2006). 
	Transportation. Studies involving focus groups for individuals with disabilities demonstrated that there is a lack of proper transportation accommodations that they can utilize to visit their health care providers (Drainoni et al., 2006).
	Medicare offers transportation for individuals with disabilities to healthcare providers, but according to some patients, it is inconvenient, unorganized, and poorly coordinated (Drainoni et al., 2006).
	Another issue is that the eligibility requirements for publicly funded transportation for individuals with disabilities do not include being deaf or blind because Medicaid did not consider these disabilities as medical conditions. Therefore, Medicaid does not pay for these individuals to use these services (Council for Disability Awareness, 2012; Drainoni et al., 2006).
	Physical environment. The structural design in healthcare facilities and the standard equipment and examination tables used by healthcare providers are often not suitable for women with disabilities, as patients either cannot be transferred to the beds or cannot assume the necessary positions for examination. This is an issue when performing X-rays, mammograms, gynecological examinations, and when receiving dental care (Drainoni et al., 2006).
	Women and girls with disabilities experience many difficulties and embarrassments due to barriers accessing gynecological care. Gynecological clinics lack the proper exam tables, scales, and have older mammography equipment that cannot be used for wheelchair dependent women. Additionally, the staff at some of the clinics are not trained to do proper and safe patient transferring to and from the wheelchair (Council for Disability Awareness, 2012; Drainoni, 2006).
	The ADA required healthcare institutions to make architectural modifications suitable for providing care to women with disabilities, but this section of the ADA is not enforced in most states. For example Pennsylvania currently has no system to monitor and enforce compliance with the ADA. As a result, a large number of healthcare clinics in Pennsylvania are still inaccessible due to a lack of ramps and narrow hallways, which make it difficult to navigate a wheelchair through the hallways; clinics also lack adjustable exam tables and scales (Blanchard & Hosek, 2003; Council for Disability Awareness, 2012). 
	Communication with providers and staff. Many individuals with speech and hearing impairments have difficulties contacting their providers by phone and using automated telephone answering systems, especially in urgent situations. Individuals with hearing or speech impairments also have difficulty obtaining interpreters for medical visits on short notice (Drainoni et al., 2006).
	The ADA requires that the provider should make available communication means for disabled individuals who need them. This widely ignored requirement includes interpreters, Braille, large print, or recorded information. Providers can overlook the mandate because the cost of these measures is not covered by public or private insurance and the healthcare providers must absorb it. A recent national study from the Equal Rights Center found that less than 25% of doctors and hospitals offered large print patient information and only 24% offered any accessible format (Council for Disability Awareness, 2012; Drainoni et al., 2006).
	Time constraints. Women with disabilities have complex issues and special needs that require more time with their healthcare providers in order to get the appropriate care that they need. The standardization of time allocated by providers for the patients regardless of their disabilities and special needs, influences providers to rush during medical appointments, leading to inadequate provision of care (Drainoni et al., 2006).
	Care coordination. A lack of communication between healthcare providers and their staff leads to poor coordination of care. This is a major challenge especially for individuals with hearing and speech problems. 
	High staff turnover is also a major obstacle to both care coordination and continuity of care. In a focus group study patients reported that their health care is affected negatively by staff turnover because once their provider becomes familiar with their condition and they establish a good relationship with their providers, they have to deal with a new provider who is not familiar with their needs, and they have to explain their complains and needs from the beginning (Drainoni et al., 2006). Additionally, nurse advocates pointed out that providers’ ability to become familiar with individual patients’ issues over time is particularly vital for individuals with cognitive impairments, who may be unable to articulate their complains and needs verbally (Drainoni et al., 2006).
III.3. Financial Barriers
	Individuals with disabilities reported the following serious access problems due to cost: accessing prescription drugs  (32%), dental care (29%), equipment (21%), mental health services (17%), and home care (16%) (Kennedy & Erb, 2002).	Comment by Apple: Individuals with disabilities reported the following access problems: 32% have problems accessing prescription drugs, 29% have problems accessing dental care, 21% have problems accessing equipment, 17% have problems accessing mental health services, and 16% have problems accessing home care.
	Women with disabilities have lower employment rates and lower yearly income than men with disabilities and women without disabilities do. Men with disabilities are two times more likely to be employed than women with disabilities are, and women with disabilities who are unemployed do not have medical insurance coverage through an employer, which leads to a lack of access to healthcare (Council for Disability Awareness, 2012; Drainoni et al., 2006).
	Financial barriers vary by the source of insurance coverage, being most pronounced for uninsured and those with Medicare only. Financial barriers are especially a problem for near-poor individuals, who may not qualify for special government sponsored health insurance programs (Broyles et al., 1999; KFF, 2003)
	Providers and services. Many women with disabilities reported that they have limited options for healthcare providers, services, and devices. Due to the high cost of health care, insurance companies are restricting women with disabilities from getting the health care that they need within a certain network of providers  (Council for Disability Awareness, 2012; Drainoni et al., 2006). This issue eventually forces them to pay out-of-pocket for uncovered services, or in some cases, forces the patients to go to the emergency room to seek the treatment they need, if their condition worsens because they are not getting the necessary medical care on a regular basis (Drainoni et al., 2006).
	Medicare and/or Medicaid cover many women with disabilities as their primary insurers. Medicare and Medicaid usually provide lower rates of reimbursement than private health plans. This is another reason that many physicians prefer not to provide services to women with disabilities, because they are not compensated as well. Additionally, providers may be anxious about liability matters when dealing with women with disabilities (Council for Disability Awareness, 2012; Drainoni et al., 2006).
	Prescription and over-the-counter medication. Individuals with HIV/AIDS, psychiatric impairments, and chronic illnesses reported that they lack coverage for both prescription and over-the-counter medications because Medicare does not have a prescription drug benefit. To get the needed medication, patients either pay out-of-pocket, apply directly to drug companies as “indigent” to obtain free medications, or depend on free samples that pharmaceuticals give to providers (Council for Disability Awareness, 2012; Drainoni et al., 2006).
	Equipment, repairs, and supplies. Some individuals with disabilities experienced difficulties obtaining coverage for devices that are critical for their basic functioning, such as hearing aids, G-tubes, or wheelchairs, because they have to go through the long process of approval through Medicaid (Drainoni et al., 2006).
III.4. Personal and Cultural Provider-Related Barriers
	Insufficient knowledge about disabilities. In focus group studies for individuals with disabilities, participants reported that healthcare providers lack sufficient knowledge about their patients’ disabilities and that they tend to use standard treatment protocols, even if these might not be appropriate for the individual, which sometimes can cause serious consequences. Patients found that sometimes they have to tell the providers what to do (Drainoni et al., 2006).
	Misconceptions. In a focus group participants expressed frustration with providers’ perceived ideas about their disabilities. For instance, providers believed that a woman with a physical disability is cognitively impaired and cannot make her own decisions.
	Providers’ misconceptions sometimes created dangerous situations for individuals with disabilities. For example, in focus groups a nurse reported that some emergency room doctors believe that patients with mental retardation do not feel pain and therefore do not need anesthesia. An advocate for individuals with sever physical disabilities explained: “We hear frequently that people are terrified of going to the emergency room because their disabilities are misunderstood. People do not take the time to understand them and what they need” (Drainoni et al., 2006).	Comment by Apple: I added more explanation
	Insensitivity and lack of respect. In focus groups some individuals with disabilities reported that sometimes they felt that their healthcare provider or other staff treated them with disrespect and insensitivity. Some patients reported that the treatment they received as an in-patient was abusive and that the providers perceived that everything wrong that happened was the patients’ fault (Drainoni et al., 2006). 
	Failure to take consumers or their caregivers seriously. Some healthcare providers do not take their patients’ opinions seriously, especially psychiatric patients, because they assume any complaint or reaction is due to their psychiatric disorder. This makes the patients reluctant to reveal their diagnosis or their concerns to the healthcare provider for fear of stigmatization (Drainoni et al., 2006).
	Reluctance or unwillingness to provide care. Some women with disabilities in focus groups reported that some healthcare providers are reluctant to treat patients with severe disabilities, HIV/AIDS, or with behavioral disorders. This leads to delays in treatment, complicates their medical conditions, and sometimes leads to death. Some individuals with disabilities reported that they felt the healthcare providers think people with disabilities are not worthy of receiving high quality health care (Drainoni et al., 2006).
	Cultural gaps between patients and providers. The lack of proper communication and understanding between providers and individuals with disabilities is sometimes due to language and cultural differences. Individuals with hearing impairments have difficulty interacting with unspecialized providers because the providers might not recognize the differences in life experiences and world knowledge between deaf and hearing people (Council for Disability Awareness, 2012; Drainoni et al., 2006).


IV. DISCUSSION 	
	Among women living in the United States, an estimated one in five women has some form of disability that she was born with or acquired. There are 28 million women with disabilities in the U.S., constituting 21% of the American population. Functional limitations affect women severely as they age, as nearly 33% of women with severe functional limitations rate their overall health as poor compared to less than 1% of women without limitations (CDC, 2005; U.S. Census Bureau, 2011).
	The aging population and advances in medical intervention have resulted in an older population with chronic diseases and disabilities. As a result, the number of people with disabilities will rise from 34.7 million in 2000 to 69.4 million in 2030 (CDC, 2005; U.S. Census Bureau, 2011).	
	The inadequacy of attention to disability and denying the possibility that individuals with disabilities can also have varying health statues have impacted approaches to research and policy formulation (Wilber et al., 2002).  For example, public health efforts commonly focus on preventing disability rather than promoting the health of individuals with disabilities (Wisdom et al., 2010).
	Data are limited on the health status of women with disabilities, barriers to healthcare, and the level of participation in public health preventative programs. Public health research on health disparities experienced by women with disabilities is limited (Wisdom et al., 2010). Federal funding for research to recognize the unique needs of women with disabilities is limited, as well as the funds for and program development to improve the health care and wellness of women with disabilities (ACHIEVA, 2011; Wisdom et al., 2010)
	Because of the nature of their health conditions, women with disabilities are facing some barriers to health care that influence them to underutilize the preventative healthcare services. Consequently, they are more likely to have secondary complications, have cancer and to receive diagnosis at a late stage, experience mental health problems and experience or die of chronic conditions (U.S. DHHS, 2010; Wisdom et al., 2010). Women with disabilities had greater chance of having the following chronic diseases than nondisabled women: hypertension (43.3% vs. 20.2% respectively), ischemic heart disease (5.7% vs. 1.7% respectively), diabetes (16.9% vs. 9.6 respectively) and depression (15.4% vs. 8.2% respectively) (Graciani et al, 2004). 
	Research has shown that due to the barriers that women with disabilities are facing, they are not able to receive regular health screenings, according to the recommended guidelines, including breast cancer screening and cervical cancer screening, leading to higher mortality rates due to the late diagnosis of cancer (Center for Research on Women with Disabilities, 2004; CDC, 2013). 
	Breast cancer is a major public health concern for all women and is the most common cancer in women. In 2008, women with disabilities aged 50 to 74 reported lower rates of mammography utilization than women without disabilities (Altman & Bernstein., 2008). Mammography utilization rates among women are the following (see Figure 9 in the appendix): 74% of women with no disabilities, 67% of women with basic action difficulties, 61% of women with complex activity limitations, 52% of women with cognitive disabilities, and 51% of women with limitations in their ability to perform certain activities of daily living (Altman & Bernstein., 2008).
	McCarthy et al. did a retrospective cohort study in 2006 which showed that women with disabilities had higher breast cancer mortality rates (adjusted hazard ratio, 2.02 [CI, 1.88 to 2.16]) and breast cancer–specific mortality (adjusted hazard ratio, 1.31 [CI, 1.18 to 1.45]) (McCarthy et al., 2006). The authors could not confirm whether higher rates of breast cancer mortality were associated with increased morbidity from cancer recurrence or because women with disabilities may be more susceptible to treatment related complications such as infections and toxicities (McCarthy et al., 2006).
	In 2008 a study showed the rates of women 18 and older who had pap tests from 2005 to 2008 (see Figure 10 in the appendix). The study indicated that of women who had pap tests 85% women were without disabilities, 71% had basic activity difficulties, and 65% had complex limitations (Altman & Bernstein, 2008).
	In a retrospective cohort study, Sullivan et al. (2004) compared the incidence of cancer in women with intellectual disabilities to nondisabled women, and they reported that women with intellectual disabilities are at higher risk of leukemia, corpus uteri and colorectal cancers. They recommended that health providers should take proactive measures especially since people with intellectual disabilities are less likely to use screening services, and they tend to go to health care providers in late stages when they already have symptoms and the disease is less treatable.
	Lack of proper knowledge about disability can cause harm to the patient or to the healthcare provider. For example in a focus group a woman whose sister has Down syndrome described the lack of medical knowledge about the developmental disabilities in older persons, including issues related to her sister’s care and the interaction between Down syndrome and Alzheimer’s (Drainoni et al., 2006).
	The low reimbursement by Medicare and Medicaid creates another barrier to health care for women with disabilities. Women with disabilities require longer time for examinations and treatments due to the complex nature of disabilities. Since providers are not reimbursed for that extra time, it means more cost for the provider, and in order to avoid the excessive cost, providers may refuse to treat women with disabilities or provide the services within the routine allocated time, resulting in less quality of care provided (Council for Disability Awareness, 2012; Drainoni et al., 2006).
	The difficulty obtaining coverage for equipment and supplies critical to their health and basic functioning forced individuals with disabilities to either pay out-of-pocket or to use improper equipment, or self-repaired equipment that causes improper body positioning and injuries, and sometimes they reuse products, like insulin needles, which are contaminated (Drainoni et al., 2006).
	However, women with disabilities are more likely to have increased healthcare costs than women without disabilities are (U.S. DHHS, 2010; Wisdom et al., 2010). Tomiak et al. (1998) found that women with severe disabilities who were 35 or older had more physician service costs, higher likelihood of hospitalization, and higher likelihood of nursing home entry than nondisabled women. Women with disabilities comprise the largest and most important group of consumers of health care in the United States because they underutilize primary healthcare services, develop secondary complications, more likely to utilize emergency rooms, and tend to be in poorer health than people who do not have disabilities (Wisdom et al., 2010).
	In 1993 the National Institute on Disability and Rehabilitation Research (NIDRR) published a Chartbook on women and disability in the United States. The Chartbook showed that medical expenditures of people with disabilities are four times greater than expenditure of people without disabilities (Blanchard & Hosek, 2003; Jans & Stoddard, 1999). Medical expenditure varies by gender and age. Older women spend more on medical care than younger women for example, women with disability age 18-44 spend $2,938 per capita versus women with disability age 65 who spend $ 6,226. Women with disabilities have higher per capita expenditure than women without disabilities; for example, women with disability age 65 spend $6,525 per capita while women without disability age 65 spend $2,640. Also, the Chartbook showed that women with disabilities have less per capita expenditure than men with disabilities (see Figure 11 in the appendix) (Jans & Stoddard, 1999). 
	The high health expenditure for women with disabilities could be due to many reasons. First, it could be due to the disability definition used in the book which was “a person considered to have disability if she or he has an activity limitation in a major life area such as work, school or house work, due to a chronic health condition or impairment.” Having one activity limitation increased the number of disabled individuals regardless the degree of the limitation that they have, which will increase health expenditure. Second, the Chartbook mentioned that health expenditure is higher for older individuals, which is expected because of increasing risks of chronic diseases and comorbidities associated with ageing process, which will increase expenditure. Third, it is not clear whether increased expenditure is due to the cost of disability related treatments, or due to the other aging related comorbidities and treatments such as hypertension or diabetes. Finally, the high expenditure might be caused by underutilization of primary care services that will result in developing secondary conditions that need more time and resources to treat.	Comment by Apple: There is no citation. I wrote this section trying to explain the results of the Chartbook regarding the high health care expenditure
	Despite gains since the passage of ADA and ACA, women with disabilities continue to face significant barriers to obtain the proper health care, and the American health care system has failed to address and fulfill the particular needs of this population.
IV.1. Why Do These Barriers Still Exist?
	The ADA has had limited impact on the delivery of health care for individuals with disabilities and on the elimination of health disparities among women with disabilities.  However, The U.S. DOJ, and the Office of Civil Rights of the U.S. DHHS have taken a relatively small number of cases of discriminatory conduct (U.S DHHS, 2005; U.S. DOJ, 2013).	Comment by Apple: I explained that under “federal initiatives”
	Federal agencies established many initiatives to address and eliminate barriers and to promote equity in providing health care to women with disabilities, but still there are significant deficiencies in delivering quality healthcare services to women with disabilities for the following reasons: 
· Federal agencies do not require states to submit information that reveals their extent of compliance with the ADA and section 504 of the 1973 Rehabilitation Act. That allows the states to pass through their non-discrimination obligations (Council for Disability Awareness, 2012).
· Federal agencies never conduct oversight of ADA architectural and programmatic accessibility compliance by states, health plans, and medical providers and they never evaluate the health providers’ compliance for disability cultural compliance (Council for Disability Awareness, 2012; Drainoni et al., 2006; Office on Disability and Office on Women’s Health, 2005).
· Few professional healthcare training programs address disability issues in their curricula and trainings (Council for Disability Awareness, 2012).
· Most federally funded health disparity research does not recognize or include disabilities as a part of the disparity population (Drainoni et al., 2006; Office on Disability and Office on Women’s Health, 2005).	Comment by Apple: The article did not specify who is the disparity population, but I guess the authors mean Latinos, black, Hispanic…
· While providers need more time to provide proper care for women with disabilities, the public and private reimbursement rates remain the same, which hinders providers from delivering the needed time and the proper care. Moreover, this could encourage providers to avoid accepting women with disabilities in their facilities (Drainoni et al., 2006).
· Women with disabilities lack knowledge about their rights under ADA, and they are not aware that they have the power to promote equity in their care (Drainoni et al., 2006; Office on Disability and Office on Women’s Health, 2005).
· Healthcare professionals lack the knowledge and skills to recognize the needs of women with disabilities and to deal with them properly. Currently, there are no educational or certification requirements that healthcare professionals must obtain about professional interaction with individuals with disabilities. Research indicates that the attitude of healthcare providers towards people with disabilities is negative, but on the other hand, evidence shows that the proper education, experience, and contact can positively affect in the attitude of healthcare providers (Drainoni et al., 2006; Office on Disability and Office on Women’s Health, 2005).
· Insufficient numbers of obstetrical care providers have specialized knowledge about disabilities. There is a lack of proper pelvic exam equipment and accessible mammography, lack of adequate fertility control services, and sexual health information for women with disabilities (Office on Disability and Office on Women’s Health, 2005).
· Women with disabilities suffer from “triple jeopardy”: race, gender, and disability, which all limit their access to quality healthcare. As a result, women of color with disabilities underutilize health care services and consequently, suffer more from diseases, secondary complications, and premature death (Drainoni et al., 2006).
IV.2. What are the Initiatives and Programs Done by the Public, Private Sectors, and Advocates to Improve Access and Coverage for Health Care for Women with Disabilities?
· A program through the American Medical Student Association, which is supported by the American Medical Women’s Association, is surveying students about what they have learned about the care for women with disabilities (Center for Research on Women with Disabilities, Baylor College of Medicine, 2004; Drainoni et al., 2006).
· The Association of Professors of Gynecology and Obstetrics is developing a curriculum to improve the knowledge of healthcare professionals about professional conduct with women with disabilities (Center for Research on Women with Disabilities, Baylor College of Medicine, 2004).
· The Women with Disabilities Center at the Rehabilitation Institute in Chicago provides services that empower women and girls with disabilities to improve their wellbeing. The Center provides accessible examination tables, and accessible reproductive health clinic for women with disabilities. It provides support activities, such as a library, weekly peer support groups, parenting support, and domestic violence programs. Additionally, it provides educational activities through seminars, in-services trainings for the staff, and newsletters about women with disabilities (Center for Research on Women with Disabilities, Baylor College of Medicine, 2004; National Council on Disability, 2013).
· Disabled Women’s Health Center, University of Alabama, Spain Rehabilitation Center, Birmingham, was one of the first clinics in the country to provide a gynecological clinic for women with disabilities with accessible examination facilities. About 35% of the clinic’s patients are women with spinal cord injuries, and about 20% have spina bifida. Some of the women who are served also have other disabilities, including stroke, rheumatism and multiple sclerosis. The clinic operates two afternoons each month, and six appointments are scheduled during each clinic session. Appointments are about 2 hours in length, to allow for thorough examinations and ensure that patients do not have to return for multiple examinations. Additionally, the clinic assesses its effectiveness and quality through annual patient satisfaction surveys. The surveys are used to monitor the clinic’s operation and to improve services (National Council on Disability, 2013).	Comment by Apple: Change the construction of the paragraphs
· The Center for Research on Women with Disabilities at Baylor College of Medicine, Texas, is providing programs for both the public and healthcare professionals to improve health care for women with disabilities, especially reproductive health, depression, and stress management (Center for Research on Women with Disabilities, Baylor College of Medicine, 2004; National Council on Disability, 2013 ).
· The Breast Health Access for Women with Disabilities (BHAWD) program, established in 1995, began to provide services in 1997. The program is the result of collaboration between women with disabilities, breast cancer survivors, Independent Living Centers, the Alta Beta Breast Center, and the Physical Rehabilitation Department at the Alta Bates Summit Medical Center. The program goal is to reduce barriers that prevent women with disabilities from early detection of breast cancer, develop alternative protocols of care appropriate for women with disabilities, increase awareness through educational seminars and publications, and identify weaknesses in public policies to improve state and national programs (National Council on Disability, 2013).
· The Center for Women with Disabilities, Magee-Women’s Hospital, University of Pittsburgh Medical Center was founded in 2001 and provides comprehensive medical care and preventative services for women with disabilities (National Council on Disability, 2013).
· In 2000, the “Women’s Health Care Competencies Project” was established by the Association of Professors of Gynecologists and Obstetricians (APGO) and the Women’s Health Education Office (WHEO) in Boston. The project is a curricular tool that provides specialized professional education to healthcare providers who provide services to women with disabilities. The project identified women’s healthcare competencies for medical students, evaluated their competencies, and developed a tool to integrate these competencies into the undergraduate and postgraduate medical education (Center for Research on Women with Disabilities, Baylor College of Medicine, 2004).
· ACHIEVA’s Disability Health Care Initiative provides statewide leadership on improving access to health care for individuals with disabilities across the state of Pennsylvania. In 2012, ACHIEVA collaborated with the FISA Foundation to improve the provision of quality healthcare to women with disabilities. They did extensive research and submitted the report, “Access to Healthcare for Women and Girls with Disabilities,” to Pennsylvania legislators, proposing policy recommendations (ACHIEVA, 2011; ACHIEVA, 2012).


IV.3. How Effective are the Federal Efforts at Health Promotion and Disease Prevention for Women with Disabilities?
	The Institute of Medicine (IOM) and other healthcare professional organizations have warned the federal agencies, policymakers, and health care systems that they are not yet prepared to respond to the implications of the demographic increase in disability as the population ages (IOM, 2007).  
	In 2004, the DHHS published a White Paper from a National Summit titled “Breaking Down Barriers to Health Care for Women with Disabilities,” which focused on bringing attention to the health status of women with disabilities as a prominent public health issue. It summarized the status of health for women with disabilities and the barriers to attain quality health care; additionally, it delineates the plan of action to eliminate these barriers (Blanchard & Hosek, 2003; Office on Disability and Office on Women’s Health. U.S. DHHS, 2005).
	In 2005, the Surgeon General issued a national Call to Action to improve the health and wellness of individuals with disabilities. The goals were to increase public awareness about disabilities, improve healthcare providers’ knowledge about the special needs of individuals with disabilities, improve the lifestyle of persons with disabilities, maintain accessible healthcare services, and identify the challenges faced by healthcare providers (CDC, 2012). When healthcare providers do not understand and/or do not implement the requirements of the ADA, they place the health of their disabled patients at risk and place themselves and their organizations at liability risk (U.S. DHHS, 2005).
	In 2012, U.S. Attorneys’ offices across the nation collaborated with the DOJ Civil Rights Division to launch the Barrier-Free HealthCare Initiative. This is a multiphase initiative aiming to increase awareness among healthcare providers that disability discrimination in providing healthcare is illegal and unacceptable, to improve access of individuals with disabilities to comprehensible medical information, and to ensure easier physical access to medical buildings (U.S. DHHS, 2005; U.S. 
DOJ, 2010).
	This initiative came after many incidents of ADA violations, lawsuits and settlements that ended with many recommendations to implement the ADA and Section 504 properly (CDC, 2012; U.S.DHHS, 2005). For instance, a claim was filed against North Shore University Health Systems, Illinois, Chicago for poor communication and not providing an interpreter for the hearing impaired. The DOJ investigated and later reached a settlement with the hospital and made the following recommendations: maintain effective communication with patients and provide qualified interpreters, provide notices to hospital personnel and healthcare professionals, hold mandatory staff training about ADA, provide compliance reports to the U.S. Attorney’s Office for the duration of the agreement, and the payment of civil penalties. Another case against the Henry Ford Health System, Detroit, Michigan, ended in a settlement and implemented the following recommendations: train hospital staff about ADA requirements, adopt policies and procedures to ensure they are providing axillary services, and appoint an ADA administrator and facilitator (U.S. DOJ, 2010).
	The National Association of County and City Health Officials (NACCHO) affirms the fundamental role of local health departments in identifying and responding to health inequities by addressing the social determinants of health and barriers to full participation in society, and ongoing training of public health officials and service providers. NACCHO advocates for a holistic approach to public health and disabilities by considering medical, physical, social, emotional, and spiritual health, and considering meaningful participation in society as an essential element of health (NACCHO, 2009).
IV.4. What is the Impact of Affordable Care Act (ACA) on the Provision of Healthcare to Women with Disabilities?
	The ACA is authorizing the United States Access Board to develop new standards for medical diagnostic equipment, which includes examination tables, weight scales, x-ray machines, mammogram equipment, and other items. Additionally, the federal tax credits will be available to providers who remove access barriers. Once these equipment standards have been enacted, states have to work to educate all medical professionals and to work to remove access barriers (U.S. DOJ, 2012).
	The ACA provides greater support and enhanced protections for Americans with disabilities in many ways including the following: ACA eliminates insurance companies’ discrimination by prohibiting them from denying benefits or denying coverage based on preexisting conditions, ACA ends annual and life time limits and makes preventative and wellness services affordable by requiring health plans to cover certain preventative services without extra charge (U.S. DHHD, 2013).
[bookmark: _GoBack]	The ACA made changes to Medicare. Medicare beneficiaries no longer have to pay cost sharing for preventative care services, such as mammograms, pelvic exams, and bone density tests (National Connection for Local Public Health, 2009).  The ACA will expand Medicaid coverage by 2014 to many currently uninsured citizens and legal residents with income 138% below the poverty level. It is estimated that millions of women will qualify for Medicaid at that time. Among the benefits Medicaid covers for women with disabilities are rehabilitation, transportation, therapeutic services, preventative services, and long-term care, including home health care (KFF, 2012b; National Connection for Local Public Health, 2009).
	Good health and social participation are human rights. The Office on Disability and the Office on Women’s Health consider good health a prerequisite for contributing, independence, and self-directed lives in the community for women with disabilities. Recent research neither adequately addresses the health concerns of women with disabilities nor the quality of healthcare services provided to this population. Despite federal laws that protect the rights of women with disabilities to get the health care that they need, we still see differences in health status and social participation because these laws are not very effective, for many reasons (IOM, 2007).

V. CONCLUSIONS
	Due to new medical technologies, more women survive disease and traumatic injuries with functional limitations. A growing population of women with disabilities will present complex medical needs to a health system that is not prepared to manage them. Public health agencies and healthcare providers have moral and legal obligations to take action to provide healthcare services for women with disabilities in a safe, patient-centered, efficient, and culturally competent manner in order to improve the health and well-being of women with disabilities.
	All providers should be educated on how to deliver professional services to women with disabilities, and implement quality improvement plans that are evidence-based. The quality and quantity of healthcare services should not be affected by race, gender, or health status. People with disabilities should increasingly take responsibility for their own health and wellbeing.
V.1. Recommendations
	The following recommendations have been made by different government and private agencies to improve the health and wellbeing of women with disabilities. The implementation of these recommendations could increase access to preventative health care, increase access to routine and specialized health care, decrease hospitalization and emergency room utilization, and reduce the overall cost of both public and private payers.
· DHHS, DOJ, and CMS should monitor healthcare providers, health plans, and managed care organizations to ensure compliance with section 504 and the ADA. The DOJ should allocate resources for monitoring and enforcement of Section 504 and the ADA. Healthcare providers and health plans should submit data concerning architectural and programmatic accessibility and capacity to accommodate individuals with disabilities (ACHIEVA, 2012; Council for Disability Awareness, 2012).
· Integrate ADA requirements into licensing requirements for health care professionals and facilities (Blanchard & Hosek, 2003). 
· The DHHS should identify performance standards to be achieved by healthcare providers to receive federal funds (Council for Disability Awareness, 2012; Drainoni et al., 2006).
· Annual physical and programmatic access surveys should be conducted by federally funded health care providers to prove their competency in providing quality care for individuals with disabilities. The federal government shall terminate contracts with the health care providers who fail to provide adequate information to show their compliance with the requirements (Council for Disability Awareness, 2012; Drainoni et al., 2006).
· Adopt new approaches for financing healthcare for women with disabilities and take into consideration the federal Medicare and Medicaid budget (Blanchard, & Hosek, 2003; Council for Disability Awareness, 2012; Drainoni et al., 2006).
· Payers should create incentives to healthcare providers to customize coordinated case management for women with disabilities and to provide cost-effective care (Council for Disability Awareness, 2012; Drainoni et al., 2006).
· Medicare and Medicaid should adjust capitation payment rates and fees for services rates to the healthcare costs for women with disabilities and should consider compensating for the extra time needed to provide the proper health care services (Council for Disability Awareness, 2012; Drainoni et al., 2006).
· Enact legislation that requires health insurance companies to reimburse providers for the cost of interpreters, Braille, and large print information (Blanchard & Hosek, 2003).
· Improve healthcare professionals’ training and education to be able to recognize the sensitive issues of disabilities and to be able to provide a higher quality of care (Blanchard & Hosek, 2003; Drainoni et al., 2006).
V.2. Future Research Needed
	Future research is needed and more resources should be allocated for women with disabilities, because as the population is growing older, the number of women with disabilities is increasing and women with disabilities are living longer and have more active lifestyles than in the past (Council for Disability Awareness, 2012). In addition, fewer data are available about their health care needs, resources and cost. 
· A standardized definition of women with disabilities is needed across the federal and private system in order to recognize the demographics of women with disabilities and meet their needs. 
· In order to organize and finance the care for women with disabilities, more long term data are needed about the needs of women with disabilities, long-term outcomes, and long-term costs. 
· Research needs to determine the effectiveness of federal and public health agencies’ efforts in the promotion and prevention of disease for women with disabilities (Wisdom et al., 2010).
· Research is needed to determine the cost-effectiveness of coordinated medical care and customized preventative care in reducing acute care visits and hospitalizations.  
· Research is needed to determine the effect of secondary conditions, such as depression, on health care for women with disabilities. 
· Research is needed to determine the effect of disabilities on pregnancy and reproductive health. 
· Research is needed to identify the general and specialized healthcare needs of specific subpopulations of women with disabilities, including women with certain types of disabilities, women living in specific geographical areas, and women in different socioeconomic groups.
· Research should be done on designing new financing and reimbursement approaches.
	
	Women with disabilities experience health disparities and poorer health outcomes compared to women without disabilities. Such disparities represent a serious public health issue because almost 13% of noninstitutionalized working age women in the United States have a disability (Wisdom et al., 2010)
	Federal agencies and advocate groups should collaborate to eliminate the barriers for providing quality healthcare for women with disabilities and to raise the awareness of the healthcare providers and the public about the barriers in order to improve the health of disabled women specifically, and the public health generally.



Appendix: Figures




Figure 1. The Ten Leading Causes of Disabilities
Source: Centers for Disease Control. 47.5 Million U.S. Adults Report a Disability. 2005.




Figure 2. Civilian Non-Institutionalized Population with Disabilities, By Sex and Age: 2011
Source: U.S. Census Bureau, 2011 American Community Survey.
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Figure 3. Women Aged 18 and Older with Activity Limitations, by Selected Condition and Race/Ethnicity
Source: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview Survey, 2007
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Figure 4. Percentage of Americans Age 16 to 64 with Jobs by Gender and Disability Status, Oct.2008-April2011
Source: U.S. Bureau of Labor Statistcs









Figure 5. Transportation Difficulty for People with Disabilities
Source: U.S.DOT, Freedom to travel, 2003. Transportation difficulty for people with disability
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Figure 6. Disabled Workers’ Average Monthly SSDI Benefit
Source: U.S. Social Security Administration. 2011



Figure 7. Health Coverage of Non-Elderly Women with Disabilities Living in The Community, 2008
Source: Kaiser Family Foundation/Urban Institute analysis of the 2009 American Community Survey
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Figure 8. Barriers To Health Care Access
Source: Drainoni, ML, Hood E, Tobias C, Bachman SS, Andrew J, and Maisels L. Cross-Disability Experiences of Barriers to Health-Care Access. Journal of Disability Policy Studies. 2006. Vol.17/No.2/2006,pp. 101-115
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Figure 9. Mammography Rates According to Disability Status
Source: Altman & A. Bernstein. “Disability and Health in the United States. 2001-2005”


[image: ]

Figure 10. Women Who Had the Pap Test Within the Past 3 Years, Ages 18 and Older By Disability Status
Source: Altman & A. Bernstein. “Disability and Health in the United States, 2001-2005”
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Figure 11. Per Capita Medical Expenditures, By Age Group, Activity Limitation Status, and Gender	
Source: Jans & Stoddard. National Institute on Disability and Rehabilitation Research.1999
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